can be applied across a wide range of social work practice in different countries and within the context of different national drug policies.
For the purposes of this article, drug misuse is defined as the non-medical use of any drug that is intended only for use in medical treatment and the use of drugs that have no recognized or accepted medical purpose.
This article considers the limitations of medical and disease models of drug misuse and treatment, as a whole. It suggests that if we move from medical to social work understandings of drug problems (or use the two models in conjunction with each other) it will enable us to consider social work solutions that are more appropriate for the wide range of social work clients. It considers: first, the limitations of treatment models; second, redefinitions of the problems from a social work perspective; and third, the need to reconceptualize solutions. By examining solutions from a social work perspective it is then possible to clarify the advantages and disadvantages of different approaches for social work clients.
Drug Use in Context: Extent, Attitudes and Criminality
Before examining responses to drug misuse, it will be useful to examine the extent and patterns of drug use within its legal context. Drug misuse has increased over the last decade particularly amongst the young and, perhaps as a consequence, social attitudes are beginning to change. In addition, many countries have seen not only increased rates, but also the emergence of newer, more harmful patterns of use (Frischer et al., 2000; WHO, 1994) . It is, however, difficult to monitor drug use accurately because of its illegality. There are three main ways to do so: first, general and local populations surveys; second, police crime figures; and third, treatment and registration of addicts.
The UK -a Case Example
Using these methods it is possible to record, for example, in the UK, that drug offences increased from 86,000 in 1994 to 95,000 in 1996, and that nearly half (48%) of young people under the age of 25 had used drugs in 1996 compared with 45 percent in 1994 (Home Office, 1998) . When treatment figures are examined it can be seen that the number attending services in the six-month period ending September 1996 (24,879) was nearly twice as high (48%) as the same period three years earlier. In terms of harm, the number of deaths had increased from 1,399 in 1993 to 1,805 in 1995. In addition, local research indicates the increasing availability and use of heroin, and indicates that there is growing exposure and consumption among younger people (Home Office, 1998; Gossop, 1996; Donmall, 2000) .
However, it is important to stress that the majority of drug use is cannabis use. Statistics indicate that whereas more than half of the UK population under 25 years have used cannabis, only 2-3 percent have ever used heroin (ISDD 1995 (ISDD , 1996 Ramsey and Percy, 1996) . The former are unlikely ever to experience drug-related problems or commit other crime. However, drug policies and drug treatment are often based on an all-embracing notion of drug use that combines both groups (HMSO, 1997) .
In contrast, there is some evidence to suggest that as less dangerous or addictive drugs such as cannabis become more widespread, that attitudes to their use may be changing, both users and professionals tending to take a more liberal attitude to recreational or non-problematic drug use. (Gossop, 1996; McDermott et al., 1992; Measham et al., 1993) . This is reflected in both professional helping services and in the policing of these drugs.
Differing Approaches to Drug Use
The overall increase in extent, type and patterns of drug use has important implications for social work practitioners. The illegality of drugs is an issue for both users and professionals, as many drug users will avoid both health and social care providers because of worries about the legal status of their use (Inciardi, 1991) . The alternatives are a public health approach and/or a medicalization approach (Schmoke, 1995) to drug use. Both these approaches offer practical means of controlling the harm associated with drug use (Keene, 1997) . However, neither approach has yet achieved much support and the most significant consequences of the illegality of drugs are apparent within the criminal justice system itself. The proportion of drug users in the criminal justice system as a whole is very high (Penal Affairs Consortium, 1997; Bennett, 1998; Home Office, 1998) . The rate of problematic drug misuse is higher among offender populations within the criminal justice system and the more persistent the offending the greater likelihood that the offender will have other problems (Hughes and Hughes, 1993) . However, although there are high prevalence rates and a high likelihood of problematic drug use (Newburn and Elliot, 1999) , it is unclear if the drug use itself is problematic, the crime associated with drug use is a problem, or other kinds of problems contribute to both drug crime and drug problems. There is a need to examine more closely the relationships between drug-related crime and drug problems, and to consider if other factors, such as social problems, mediate this relationship.
Drug Treatment; Models of Drug Misuse, Solutions and Effectiveness
The difficulty of understanding drug problems in the context of social work is partly due to social workers' lack of knowledge of the effects of specialist drug treatment on clients, and partly due to an absence of information about the effects of different social work interventions (Chang et al.,1992; Coleman and Cassell, 1995) .
Much research in the drug treatment field is carried out within the framework Keene: Drug Misuse Problems and Solutions of medicine or psychology and in the context of treatment programmes working with a notion of drug use as an illness or behavioural disorder, which can be cured (Turk et al., 1986) . Conclusions are then based on small groups of dysfunctional drug users attending treatment and can be mistakenly generalized to all people who use drugs in different ways (Winnick, 1991) . As a consequence, there is an absence not only of drug treatment literature in social work journals, but also of knowledge about drug-using social work clients who do not attend treatment agencies.
The Major Treatment Models
The three main models used in different countries are a medical model of addiction based on physiological premises, the cognitive behavioural approach and the 'disease' model of the Anonymous 'twelve-step' programme and Minnesota model (Keene, 1997; Fiorentine and Hillhouse, 2000) . The first focuses on changes in physiological make-up: tolerance, withdrawals and craving (Bowman and Rand, 1980) . The treatment is to prescribe a gradually reducing dose of a substitute drug and then maintain abstinence (Department of Health, 1991) . The second is centred on the lack of behavioural control; treatment is concerned with teaching the client new cognitive and behavioural skills to improve control of their drug use. The third, the 'disease' model, is based on the notion of the addictive personality and provides a therapeutic programme of personal change (Cook, 1988) . Whereas countries such as the UK, Australia and the Netherlands tend to favour the cognitive behavioural approach and North America leans towards the twelve-step model, most countries have a range of services founded on different models, though each agency will be based on one treatment approach. The treatment approaches differ in the language they use to define the problem and in the way in which they define successful treatment. However, all agencies share a common goal of treating or curing drug dependency with the long-term aim of abstinence. Minnesota and other abstinence-based services generally insist on abstinence before treatment; services based on the medical or cognitive behavioural models may prescribe drugs, but they will also insist on abstinence from all but prescribed drugs and will terminate prescriptions when treatment is considered complete, or before this if clients use illicit drugs or fail to comply with treatment satisfactorily (Caplehorn et al., 1993) . A few agencies will provide methadone maintenance prescriptions for clients, also under these conditions (Bell et al., 1992) . However, as might be expected of models which all define drug problems in terms of illness and treatment, while the rhetoric differs, the actual methods used by each agency are in effect very similar. Even if agencies are using different models they essentially provide much the same kind of therapeutic service (Trinder and Keene, 1997) .
It is important to clarify how effective drug treatment is in actually achieving its own aims in terms of treatment outcome, before examining its effectiveness with respect to social work aims. Outcome researchers in the substance misuse field have been unable to distinguish between one treatment model and another in terms of effectiveness. All models seem to be equally effective in reducing severity of dependence and/or drug misusing behaviour (Lindstrom, 1992) . Any one model results in a successful treatment outcome of between a third and a half of cases for any substance misuse problems, in that this proportion are 'cured' at the end of the programme. However, almost all treatment effects have been lost after a two-year period (Lindstrom, 1992; West and Gossop, 1994; Wilson, 1992) . In the light of such findings, researchers have tried to identify individual differences or characteristics that predispose some people to do better with particular treatments. They have failed to identify significant individual or personality differences (Keene, 1997) .
Comparative outcome studies in the substance misuse field as a whole are handicapped by problems in the identification of relevant criteria for baseline, outcome and follow-up measures. There has been much controversy about the identification of predictors of treatment outcome and indeed about the usefulness of treatment outcome as a measure at all (Edwards, 1988) . Research indicates that, although specific treatment variables may be significant for immediate behaviour change, many other variables mediate treatment effect itself. This is further complicated by variables influencing maintenance of change at follow-up, such as personal and social functioning (Lindstrom, 1992; Moos et al., 1990) .
Because help has traditionally been conceived of as treatment for dependency, research has focused on those men and women who attend agencies and drug clinics based on these three models; these people are usually heroin users and often dependent. We therefore know more about this type of problem than any other similar problem. Consequently, much of the information available is about people who are physically addicted to opiates and treated for this addiction in order that they become abstinent. Whereas this group constitute the majority of drug treatment workloads, they are only a very small minority of drug users as a whole and therefore constitute a small proportion of those with whom social workers will come into contact.
The vast majority of drug users are not dependent or self-medicating, do not therefore see themselves as addicts and do not attend treatment agencies. This type of non-dependent drug use is becoming widespread in Europe, the UK, Australia and North America (ISDD, 1996; Harrison, 1992) and is apparently acceptable and normalized (Measham et al., 1993; Keene, 1997) . However, in contrast with alcohol use, there is little information about different kinds of drug use or social norms and attitudes to drug use among the users themselves. (Bloor, 1995; Rhodes and Stimson, 1995) .
An alternative approach to drug problems, harm minimization, deals with a wider group of drug users including those who are not dependent and therefore do not need treatment. This approach aims to support and help drug users in order to change the circumstances and reduce the stress that lead to risk taking Keene: Drug Misuse Problems and Solutions and the damage of dangerous use. It entails information and often guidelines for safer use, together with the provision of clean needles, syringes, cleaning and disposal equipment and prescribed oral substitute drugs. It encompasses health care and perhaps contacts with newly developing services such as outreach and indigenous workers (Gilman, 1992; Keene et al., 1993) . However, harm minimization services are often intricately bound up with treatment services and it can be difficult to find appropriate agencies where help is available without compulsory drug treatment.
Redefining Drug Problems: a Social Work Perspective
As a consequence of medical perceptions of drug use, there are not only professional misconceptions about it as a homogeneous and dangerous activity, but also about the nature and efficacy of treatment, which is usually viewed in terms of a medical model and a therapeutic process that leads to recovery. The main obstacle for social workers in discarding old stereotypes and developing new understandings of drug use is the lack of information about the effects of drugs on their own client group, whether this be the mentally ill, older people, or parents and children (Coleman and Cassell, 1995; Rickford, 1996) .
It has been argued that social workers should play a role in drug work and yet many emphasize the difficulties of integrating drug treatment approaches with, for example, child protection or mental health risk assessment. Cohen (1989) has outlined the problems for social workers dealing with adults with drug misuse problems. Tracey and Farkas (1994) in the USA have emphasized the importance of training drug treatment workers to work with children in families with substance abuse, and Kearney and Norman-Bruce (1993) in the UK have proposed that drug workers need training in child protection.
The links between drug use and poverty, stress, violence and crime are well established. Reed (1985) demonstrated that the lives of drug-using women were 'violent, isolated and dysfunctional', and Coleman and Cassell (1995) showed that there is a higher incidence of accidents among parents and among children in opiate users' households. Drug use is a prominent feature in many decisions concerning child care, such as registration on the Child Protection Register in the UK. Rickford (1996) found that the parents of 70 percent of children subject to care orders were using drugs. Chaffin et al. (1996) found that parental drug use almost trebled the chance of maltreatment. Black and Meyer (1980) saw evidence of neglect in all the children of heroin-dependent parents in a study of 108 families. The existence of drug misuse will often signal concern about serious harm to the child. Drug and alcohol abuse are mentioned as significant contributory factors in approximately one in five child death enquiries (Reder et al., 1993) .
In contrast to specialist drug treatment workers who will focus on drug use as the primary problem, social workers often see drug use as one of a range of difficulties experienced by clients: it may be understood as a cause or a Journal of Social Work 1 (2) consequence of other problems, but is most likely to be seen as interacting with them and aggravating the problematic situation as a whole (Keene, 1997) . This well-established social work understanding of the complexity of interacting psychological and social variables is complemented by basic principles underlying social work, for example, that interventions do not necessarily lead to individuals making fundamental changes to themselves or their lifestyles. The emphasis on psychodynamic therapy and personal change has become largely redundant in many countries, to be replaced by an emphasis on support and maintenance, particularly among the mentally ill, disabled, those with learning difficulties and parents. Instead of attempting to 'cure' clients, social workers find ways to improve social and individual circumstances, to support clients, reduce risks and maintain quality of life. It is hardly surprising, then, that social workers are often unsure about whether and when to recommend treatment as an option, or how to take it into account when assessing and working with drug users. The level of addiction or dependency is crucial to a disease model or medical understanding of drug use, which presumes patterns of drug use that are consistent and regular over time. In contrast, the significance of different patterns and types of drug use and their respective problems is crucial to social work assessment, as these are the factors that will determine whether there will be social and psychological problems.
It is only when clients take drugs in a chaotic or haphazard way that it becomes problematic in social work terms. For example, problems caused by excessive intoxication, such as accidents caused by slower reaction time and disorientation, blackouts, unconsciousness, overdose and sickness can all aggravate adult problems and affect child care. These short-term physical risks are also often complicated by the psychological problems of intoxication, including anxiety, paranoid states and hallucinations, which are accentuated for clients who have mental problems or who are socially isolated. Alternatively, those clients who come from deprived groups may find that the most serious difficulties arising from drug use are social problems such as the inability to hold down a job or the debt, intimidation and violence that can arise from involvement in the illicit drug market.
Although drug dependency often refers to one particular drug, it is also very likely that clients will be using more than one substance for different effects, and may simply buy whatever is available at any time (Keene, 1997) . Different types of drugs have different effects and cause different problems. It is therefore important for social workers to identify those drugs likely to cause most problems for their client group. For example, some drugs are more likely to be problematic than others for different client groups. Hence, stimulants and hallucinogens may be more problematic for clients with mental health problems than opiates, whereas opiates may be more problematic for children (or their parents).
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Solutions from a Social Work Perspective
As social work problem definition differs from that of treatment theorists, so social work solutions are often different from treatment solutions. Whereas social workers can play an active therapeutic role in client change, they more commonly offer support and maintain clients as part of preventive strategies; offering practical crisis intervention help when necessary. Generic social workers are not trained to provide drug dependency treatment, but this option is not necessarily better than the care they can themselves provide. In other words, although treatment is useful for some types of drug user, inappropriate drug treatment may cause more harm than good for some clients and social work models of intervention may be more effective for a wider range of clients.
Assessment
It is suggested that, when working with drug users, social workers should adhere just as closely to their own professional perspective and skills as they would when working with non-drug-using clients. The first step is therefore to make accurate assessments of problems and needs within the context of the clients' personal and social resources, including social and life skills and social support from family or friends.
Support and Maintenance
Social work skills have evolved over many years to include support, maintenance and crisis intervention. In this way, much social work serves to prevent conditions deteriorating, reduce unnecessary risks and help clients maintain their quality of life. These aims, objectives and methods stand in contrast to those of drug dependency treatment and the aims of therapeutic change and abstinence. A large proportion of work with drug users is not concerned with dealing with dependency, rather with the long-term support necessary to prevent risky or erratic patterns of use. Research indicates that clients benefit if this type of support is given to them at critical times in their lives (Catalano et al., 1990 (Catalano et al., , 1991 .
Harm Minimization
The above aims are, however, closer to those of harm minimization. Where there is an approach of harm minimization, as for example, in Australia and the UK, then social work practice and priorities underpinning support and maintenance may be more closely correlated with the work of these particular specialist drug workers.
Treatment
Social workers who refer clients to any drug treatment agency that uses a treatment rather than a harm minimization approach should be prepared for clients to be placed on short-term or decreasing prescriptions for fairly short periods Journal of Social Work 1 (2) of time, though this may vary from weeks to several years (Greenwood, 1992) . Agency research indicates that clients drop in and out of treatment, some failing to complete the programme, some completing the programme and then relapsing (Keene, 1997) . In practice, referring a client to a treatment programme may endanger social work policies of maintaining and supporting clients consistently over time or through difficult or stressful periods in their lives. This should be taken into account by both adult and child care social workers, who may feel strongly that a complex interaction of multiple problems aggravates drug use at particular times, whereas treatment agencies will behave as if the client has a medical or psychological dependency which can be treated and cured.
Aftercare and Relapse Prevention
Although most substance abuse agencies now recognize that the majority of clients will relapse at least once or twice within one or two years (Prochaska and DiClemente, 1986; Miller et al., 1987) , relapse prevention strategies are often underdeveloped by treatment staff themselves, who see their treatment aims in terms of treatment outcome (Catalano et al., 1990 (Catalano et al., , 1991 . An exception to this is found in those countries with a strong adherence to the twelve-step model, such as North America, Sweden and parts of Europe, as this model depends on the existence of wide networks of Narcotics Anonymous self-help groups. These groups offer social and psychological support for many years after the client has become abstinent from drugs. However, in those countries that do not have well-developed Narcotics Anonymous groups or whose dominant treatment model conflicts with this approach, there is no doubt that social workers seem particularly well equipped for the task.
Research indicates that individual relapse prevention skills and social and life skills (Marlatt and George, 1984; Leukefeld and Tims, 1989) , together with improved social support networks, are the most effective means of preventing relapse (Brown, 1979; Ravndal and Vaglum, 1994) . Developing individual skills and developing supportive networks are of course the essence of the social work approach (Trower et al., 1991 ). It may be, then, that the social worker has a vital role after treatment completion in preventing loss of treatment gains. Sullivan et al. (1992) , for example, suggest that professionals should take substance misuse into account in case management, by focusing on community functioning and social rehabilitation and in this way help prevent relapse. The authors outline their plans for developing case management in this way in a later article (Sullivan et al., 1994) .
Conclusion
The relationship between social work and drug treatment is often predicated upon the dominant treatment orthodoxy of a particular country. However, it has been argued that a social work perspective leads to different priorities and different interventions from that of treatment models as a whole as they all have Keene: Drug Misuse Problems and Solutions an implicit, if not explicit, model of illness (Turk et al., 1986) . Consequently, the priorities of social workers and the needs of their clients can be seen to be different from the priorities of treatment providers and the needs of dependent drug users in treatment.
While therapeutic models may be useful for detoxification and to bring about significant changes in personality or behaviour for some drug-dependent clients, it can be seen that the social work approach is ideally suited to working with a wider range of drugs problems, as social workers have several roles to play as alternatives to, or alongside, treatment providers: first, in providing appropriate help to the huge majority of drug users who are not dependent and do not need treatment, in order to reduce drug-related harm and to prevent their drug use escalating when under stress; second, in providing help for those who are dependent, but who will not or cannot comply with treatment conditions; and third, in helping those who have completed treatment programmes, by dealing with the psychological and social problems that lead to relapse.
This article has suggested that the treatment model has limitations for social workers working with drug users. As a postscript, it has perhaps also raised the wider question of whether a social work perspective is better than a treatment perspective for most drug users. That is, should we make work with drug users overall more like social work and less like medical treatment?
